doctor, nurse, or physiotherapist is perceived as too long by patients and their families. This has raised criticism in the public and on the political level. The problem has become so important that it has been described as a threat to the Swedish healthcare model. Special efforts have been made by allocation of additional resources to shorten waiting lists and queues in many clinics, but the results have only been temporary. Access was soon as poor as it originally was. The processes and incitements that created the queue had not been altered. Jönköping County Council felt the poor access was unacceptable and decided to do something about it. A conceptual model for improved access and reduced queues was developed. The model was grounded on a strong belief that lack of access caused a waste of resources and created safety risks for the waiting patients. 1 In addition, units with access problems often had low scores on employee satisfaction surveys owing to a stressful working situation.
This article aims to describe how access was improved in Jönköping County Council and show that it is possible to achieve advanced access without queues and waiting lists at all levels of care. We also describe the spread of the concept nationally and show that the model is successful in different contexts, such as varying ownership and organizational structures.
METHODS

Framework
The strategies and principles for improvement of access and the advanced access model developed by Mark Murray 2, 3 formed an important framework and platform for the Qulturum model called Bra Mottagning (BM) ("Good Clinic" in Swedish), which started in 1999.
In this framework the 3 most important strategies are 1. Shaping or reducing demand 2. Matching supply and demand 3. Redesigning the system to increase supply.
To improve access and to make advanced access possible, most clinics need to make the following changes: balance supply and demand by making better predictions of both and then act according to the analysis, work down the backlog, reduce the demand, increase supply, and develop contingency plans.
The pedagogic model
The Breakthrough Model developed by the Institute for Healthcare Improvement (http://www. ihi.org./collaboratives) in Boston 4,5 inspired us to create a collaborative learning model with 4 sessions within 8 to 9 months and periods of work at home in between.
The first learning session
The teams focus on identifying their own access problems and design a survey including external and internal demand/need for appointments to a clinic, telephone access, planned capacity, and daily outcome. All other activities such as education, administration, and meetings are added to the analysis. The teams also plan for how they can improve their access. In the period between the first 2 sessions, the teams focus on doing the survey and measuring the "baseline" for waiting time, waiting list, third available time, and phone access.
Learning session two-6 weeks later
The teams analyze the survey results, and based on the results and the baseline measurements an activity plan for changes to improve access step by step is created. The goal is to be able to balance demand and supply, to have no waiting lists and no delays (backlog). Improvement work must be carefully planned for it to have an effect on the variation in capacity, demand, and backlog.
We also taught the improvement model by Nolan et al 6 and the potential influence of team relations on the results. In sessions 2 to 4, we asked each team to self-assess their progress on a scale from 1 to 5 (where a score of 5 indicates very good progress).
Learning session three-9 to 13 weeks later
The teams are asked to tell each other their own stories in smaller groups and are given in-depth feedback on the results till then. In this session, an important component is helping the teams analyze their improvement work and reflect on their consequences. The teams are also asked to make contingency plans for the unit's access work. The project leaders also emphasize involving all colleagues in the improvement work.
Learning session four-16 weeks later
At the fourth seminar, we help the teams teach each other by having a poster session. In this phase the method of collaborative learning enhances a high degree of team participation, where participants listen to each other, read each other's written reports, give feedback to each other, and reflect on how the next step can be designed and implemented. At this point, changes made in the project should become a habit and a daily routine.
DEFINITIONS
Improved access: reduced waiting time, improved telephone access, and greater possibility for patients to get an appointment when they need it.
Advanced access model: primary care is able to offer an appointment time to their patients who need to visit primary care within 1 to 3 days, both acute and return visits. Specialist care is able to offer an appointment to the patients within 2 weeks for both referrals and acute and return visits. 2, 7, 8 Third next available appointment: This statistics is used to measure the number of days a patient has to wait to get an appointment. The third appointment is featured because the first and second may reflect openings created by patients canceling appointments and thus does not accurately measure true accessibility. This measure is obtained weekly by counting the number of days until opening for the third next appointment is on schedule. 
The model was tested from 1999 to 2000
The test collaboratives in Jönköping, including BM1 to BM3, made it possible to develop knowledge through experiential learning and "acting ourselves into new ways of thinking," and developed new habits for both the teams and the project leaders.
BM1 was planned and run in a small scale with 5 interprofessional teams from the County Council of Jönköping. The teams made promising improvements and could serve as good examples in the following collaboratives.
"Walk the talk"-the importance of management and leadership
Representatives from each team in BM1 joined an international conference on access in year 2000, together with the CEO of the county. Participation did not depend on whether teams had made great results but that everybody-doctors, nurses, laboratory technicians, and administrators-had actively tried to improve. The signal sent by the CEO that the ambition to improve will be acknowledged was very important.
Spread of the model locally and to nearby counties from year 2001
When we had learnt about strategies and principles for teams to reach advanced access in the test cycles, we began to spread the model to interprofessional teams from primary and specialist care in nearby counties. Four new counties participated in BM3. Incorporating other counties in the collaboratives became important since it supported knowledge development and benchmarking. To learn from colleagues and teams that had recently finished BM was another important component. The teams participated of their own choice, which created a positive drive for change.
The success of "early beginner teams" from collaborative BM1 was important for followers and for the spread of the interest to participate. Published reports on good results from preceding teams became important for teams who still hesitated to participate.
All the reports written by participating teams were published at Qulturum's Web site (http://www. qulturum.se). They addressed issues such as goal setting, measures, changes made, results, and the next step to take.
National spread and development of tools from year 2002
A scientific assessment of the concept performed in 2002 helped build trust in the method inside and outside Jönköping. The study included the first 4 collaboratives and its purpose was to document and evaluate the program and also to find ways in which it could be improved. The study concluded that positive results had been achieved and the program seemed to be a good start for improvement of access on the unit level and it also had influence at the system level. 9 Further development of the model, standardization of the tools, and the spread concepts were based on this scientific assessment. We also started to use the extranet of the Institute for Healthcare Improvement in a Swedish version, Reflex, in 2002 (IT support for project management). This is a Web-based tool whereby the teams can document their own improvement in work and can take part in others'. At the same time, the project leaders can support and give feedback on the submitted data.
The project leaders in 2003 wrote a guide, When You Don't Have Enough Time, on how to improve access, which was used as course literature. 10 The handbook describes the contents, steps, and design of the BM collaborative. It has been widely distributed, so far more than 2600 copies. A revised version with updates was made available in 2005.
Another addition to the original concept was the mini seminars developed by the planning group in 2003, when they had identified that many participants needed more knowledge in some areas. Some topics were found difficult and controversial to confront since they sometimes met resistance from some of the team members or other colleagues. The seminars included sharing knowledge on how to lead teams and discussed topics such as how to (1) involve staff members, (2) use the Plan, Do, Study, Act (PDSA) model, (3) use Reflex, and (4) understand flow and systems thinking.
The mini seminars were arranged and led by members in the project leaders in the third learning session and had a standardized content. In 2003 we started to use STAR, a tool for team dynamic development, in every learning session. The tool is meant for selfassessment by the team, with the aim to learn and reflect more about how team dynamics develop during the collaborative. 11 In 2004 an Excel-based tool for analysis of demand and supply was developed, the Balance Counter 3.0 (BC 3.0). We had the experience that the improvement work depended very much on good baseline data. The BC 3.0 is a support tool that facilitates design and analysis of baseline data on patients, resources, and production over time and is based on the principles of measuring demand and supply. 2, 7 The use of the tool became obligatory before the start of the access improvement in the collaboratives. Data are collected several times a year, and BC 3.0 helps the team analyze the variation in demand and supply over time in their own unit. The BC 3.0 was developed by members of the BM planning group, together with professionals and IT technicians. In addition, a user instruction manual and guidelines were written. Workshops on the use of the BC were arranged at a national level. The BC 3.0 is free to use for all counties in Sweden, and its spread seems so far to have been successful (see box below).
The Balance Counter 3.0 gives a structure, and a standardized oversight of 1. The external and internal demand/need of appointments to a clinic 2. The clinic's planned capacity and daily outcome-how the days really turned out to be 3. All other activities as education, administration, meetings etc. The analysis showed that 96 tested and implemented changes had relation with increased capacity, 53 changes were connected to decreased demand and variation, and 29 to reduced backlog.
Leadership and governance were identified as crucial components for success
To enhance the leadership in the project, several steps were taken.
A planning group was formed from the third BM collaborative 2001. It consisted of 4 professionals with experience in quality improvement work. The number of members in the group increased successively, when CEOs from more counties encouraged teams to participate. Today the planning group consists of 12 persons. They were all trained by the project team from Qulturum in how to support teams in access improvement.
The planning group evolved to become a wellestablished network focused on a continuous development of methods, coordination, planning, and sharing of experiences. The PDSA model proved useful for the planning group in this development work. The feedback from the seminar evaluations enabled the planning group to improve the seminaries in 2003 and to standardize their structure into 4 main parts as shown in Figure 1 .
Recruitment and training of supervisors to support teams started in 2003. Three programs were arranged to train 50 supervisors from different counties in Sweden. Their role was to support the leaders of the teams from primary care and specialist care.
Continuous coordination from the project management team has been important for continuity and sustainability. The project manager team from Qulturum coordinated and administered the collaboratives. The project leader coordinated the planning group and the collaboratives, supported the teams, and continuously spread the gained knowledge and experiences through lectures throughout Sweden.
The BM collaborative, which has now run for 6 years, has provided experience and knowledge on how interprofessional teams broaden their flexibility and knowledge during the program. Building on that knowledge, several tools and models have been added stepwise to the original concept, as in continual PDSA cycles.
RESULTS
Improvements in the pilots and the sustainability of results
The first 11 teams from Jönköping that participated in BM1 to BM3 improved their median waiting time from 90 to 7 days in 8 months, corresponding to an improvement of 93% (83 days). The results have been sustained for 7 years (Table 1) .
In Jönköping County, as a system, 40% of 179 units have advanced access in September 2006. This is an improvement from the earlier year in September 2004 (Table 2) .
Improvements in access
During the years 1999 to 2005, 13 BMs have been held and 316 teams have been educated.
Eighty percent teams achieved improved access and 32% achieved advanced access in BM5 to BM13 in 2001 to 2005. Changes in proportion of teams that had no improvement after participation in a collaborative BM8 where a standardis- Nine counties participated and there was no difference in results between the counties' teams. Since the ownership and organizational structure differs to some extent in different counties, we conclude that the model works in different contexts.
Spread
The involvement of several counties stepwise enhanced the development of the described model for 22 QUALITY MANAGEMENT IN HEALTH CARE/VOLUME 16, ISSUE 1, JANUARY-MARCH 2007 Figure 2 . (a) Proportion of participating teams in BM5 to BM13 that achieved improved access during their training period of 8 months. Improved access: reduced waiting lists/and waiting time, improved telephone access, and improved possibility for the patients to get an appointment time when they need it. (b) Proportion of participating teams in BM5 to BM13 that achieved advanced access during a period of 8 months. Advanced access: primary care is able to offer an appointment to patients who need to visit primary care within 1 to 3 days for both acute and return visits, and specialist care is able to offer an appointment to the patients within 2 weeks for both referrals and acute and return visits. (c) Change over time in the proportion of teams that have no improvement after participation in a collaborative. After BM8, when the standardization of the concepts was made, more teams made improvements, as illustrated by the falling curve.
access improvement. The decision by the Swedish government to make it possible for patients to choose hospital and primary care clinic outside the area of residence increased the tension for change. As of October 2006, 305 clinics from 16 different counties have participated in the collaboratives (Fig 3) . 1b. Usefulness and the effect on the work environment: Eighty of the 305 teams were analyzed for usefulness and the effect of the program on the working environment. A visual analogue scale (VAS) was used for measurement, where 1 indicated not useful and no improvement in the working environment and 10 very useful and improved working environment. The result for usefulness showed a median of 8 (range: 5-10). The staff felt less stressed and they had increased the co-operation between professionals (median = 8; range: 5-10). This result has sustainability over time. The teams also perceived they had new ways of thinking about access issues and increased their awareness of improvement work.
2. The collaborative process: In the final team evaluation on the collaborative process, the overall measure showed median = 8 (range; 3 to 10). The data over time shows sustainability. The overall measure included the quality of the content, the theoretical parts, lectures, conferences, materials, usefulness of worksheets and the balance between group work and lectures.
3. Access improvements: see above.
DISCUSSION
At the time when Qulturum established the first test "BM1 collaborative" in Sweden 1999, other counties discussed how to develop queueadministrations and how much money was needed to different patient processes to take away the queues.
Since Jönköping aimed to improve access in the whole system, and not just run a project in a few places, a model for spread of the concept was important. We started in 1999 to build a model and tools for access and were inspired and influenced by theories such as the concept of learning and change, 12 "The Model for Improvement" and "The Profound Knowledge of Systems," based on Deming et al. 13 The strategies and principles of advanced access developed by Murray were adapted. The Institute of Healthcare Improvement's Breakthrough Model and ideas of driving change by collaboratives was inspiring. All this together provided a good framework for the work.
This process of learning, team development, leadership, and spread of a concept for improved access in Sweden has evolved through repeated improvement cycles, from small tests to larger pilots and finally to a standardized concept.
Although the results of the work highlighted in this article are impressive, some questions remain unanswered:
1 Our results show that good access implicates better work environment and that the improvement work seems useful in the overall work.
In BM5, in 2003, the Department of Gynaecology and Obstetrics, Uppsala County Council, showed that the increased capacity and shorter queues gained in the collaborative also led to a much better work environment and increased work satisfaction. At that unit the doctors also got a better continuity in relation to their own patients. 14 3. Is the improved access an explanation to why patients in some counties are more satisfied and have more trust in the caregiver than in other counties?
In a study performed in 2006, where the Counties in Sweden were compared in different aspects, figures showed that 57% of the population in Jönköping have high or very high trust in their primary caregiver. The range was 49% to 63% between counties. In specialty care, Jönköping had the overall highest figure in trust (75%); the range in the country was 57% to 75%. 15 Although there may be a correlation between the 85 units from Jönköping that participated in BM and the high degrees of reported trust, it has not been analyzed and is an interesting topic for further research. Finally, although the data reported in this paper cover a 7-year period, many of the changes were implemented during the last 3 years. However, the sustainable performance of the first teams is very promising. How sustainable are the results for the rest of the 316 clinics all over Sweden? This needs to be continuously analysed over time.
The results of the approach for spread in this study are encouraging. Key findings for success were the involvement of top management, a standardized concept evolved through several learning cycles and the team support from access facilitators. How could the learning and insights gained be generalized and used in other national improvement efforts?
